provoked a feeling of severe numbness in her left buttock and sacral area. She also began to experience a feeling of incomplete emptying of her bladder after micturition. Her general health was good.
On admission the only abnormal physical signs observed were in the skeletal and nervous systems. She showed a mild increase in the lumbar lordosis, associated with slight loss of flexion. There was a slight loss of sensation over the left buttock and sacral area and also the anterior aspect of the left leg. The left ankle jerk was moderately reduced. There was no significant loss of straight leg raising. Radiographs of the lumbo-sacral spine showed scalloping of the posterior aspect of the vertebral bodies with enlargement of the interpeduncular distances at the levels Ll-SI. A myelogram demonstrated an intradural lesion occupying the lumbo-sacral canal from L2-Sl.
Surgical procedure When the dura was opened, after total laminectomy from L2 to Sl, a dark red-brown tumour was exposed, extending from the level of L2 to SI . It appeared to arise from a lower nerve root on the left side and was firm and encapsulated. It required debulking with a Cavitron to aid dissection off the adherent nerve roots, before a complete removal could be performed. After operation she made an excellent recovery with greatly improved sacral sensation, but the left ankle jerk remained diminished. She did not receive post-operative radiotherapy. Twenty months later she is well with no evidence of tumour recurrence.
Histology
The resected tumour was light brown in colour, with a smooth surface and measured 7 0 x 3-0 x 2-0 cms. of bladder NRT-no recurrence of tumour. DXT-radiotherapy. genetic classification of neoplasms is not just an academic exercise, but an important basis for selection of appropriate therapy, surgery, radiotherapy or adjuvant chemotherapy. It is important to segregate tumours which may have a different natural history, lest their inclusion in any clinical trial biases the results.
In this case, a long clinical history, radiological evidence of chronic bony changes and banal cytology suggest a benign, slowly growing, non-functioning neoplasm. Other reported cases lend support to this view. There is a fairly consistent record of a long history, often several years, of low back pain, prior to diagnosis (table) . This is such a common clinical complaint that only exacerbation or the advent of additional neurological problems, such as leg weakness, bowel or bladder symptoms may prompt investigations. Urinary retention has been reported in several instances.5 8 9 In almost every case surgery has revealed a well circumscribed ovoid to cylindrical intradural, extramedullary tumour, with maximum dimension of a few centimetres, hence complete surgical resection has been possible (table) . In a few cases it has been necessary to incise an adherent nerve root, but usually neural tissue has been preserved. In only one case, described as a secretory ependymoma, but probably the first reported example of a paraganglioma, was the filum terminale removed with the tumour.3 The local infiltrative growth, and spread to extradural soft tissue, that may occur with ependymoma, has not been described in paraganglioma at this site. Primary surgical excision appears to be the treatment of choice. As yet there has been no local recurrence after total macroscopic surgical removal (table). One case incompletely excised and given postoperative radiotherapy recurred 9 years after the initial operation." Another tumour that was only partially removed is said to have regressed after postoperative radiotherapy.7 Surgical resection has usually produced considerable relief of clinical symptoms. Mild neurological deficit has persisted in those patients where it was most severe preoperatively or where nerve roots were excised at operation. The available data suggest that paragangliomas of the cauda equina are slowly growing, well circumscribed neoplasms that may be cured by surgery alone. However, it is well known that paragangliomas in other locations, for example the retroperitoneum and larynx, have a poor prognosis, with high morbidity and eventual mortality,' hence there is a need for further documentation of the paragangliomas of the cauda equina, in order to establish whether or not their behaviour is uniformly benign.
